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CASE
A 64-year-old woman with a 30-pack-year smoking history
presented with 2 weeks of flank pain, dyspnea, and non-
productive cough but no dysuria, hematuria, fever, or chills.
There were decreased breath sounds in the left upper lobe
and bilateral costovertebral angle tenderness. Urinalysis
revealed 2þ heme, 2þ protein, and non-dysmorphic red
blood cells without cellular casts or crystals. The serum
creatinine was 2.3 mg dl1. Imaging revealed bilateral low-
density renal nodules (Figure 1). Subsequently, squamous cell
carcinoma was identified in biopsies of the kidney masses and
left bronchus (Figure 2). The patient died 3 months later.
In autopsy studies of unselected patients, o2% had renal
metastases from solid tumors,1,2 but among patients with
known malignancies the incidence was 12%.3 The most
common metastatic solid tumors were lung (27%), melano-
ma (18%), and breast (10%).4 Most renal metastases were
silent as microscopic hematuria was present in o20% of
patients,1 and only 5% developed renal failure. In the rare
cases when renal metastases reached clinical attention, the
primary malignancy was already advanced with mean
survival of o1 year. In contrast, symptoms related to renal
metastases were the prominent features of the current
patient’s initial presentation with lung cancer. Practitioners
should consider metastases from solid tumors in the
differential diagnosis of renal masses, especially since
differentiating primary versus metastatic renal tumors will
alter management and prognosis and may prevent unneces-
sary nephrectomies.
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Figure 1 | Renal imaging. (a) Computed tomography scan of the
abdomen (axial view) demonstrating bilateral renal metastases




Figure 2 | Biopsy specimens. (a) Metastatic squamous cell carcinoma
infiltrating the renal parenchyma (H&E, original magnification  10),
(b) Primary squamous cell carcinoma of the lung (H&E, original
magnification  10).
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